Purpose: To provide a comparative description of the structure, function and activities of quality agencies around the world and describe the published evidence of their impact on the health system. Data sources: A narrative review was conducted using the information found on websites, articles, books and gray literature in English and Spanish. Study selection: The search process included three complementary approaches: (i) websites of agencies, ministries of health and quality-related official institutions; (ii) evaluations, reports, audits or documents regarding quality agencies; and (iii) scientific articles and gray literature found (key word: quality agency) using Ebsco databases. Information was completed using the 'snowball' technique, tracking internet materials and citing literature of reviewed documents. Data extraction: The analytical framework to summarize the information included the agencies' mission, structures, target institutions, activities (following a six-domain model), funding, information management and impact evaluations. Results of data synthesis: Information was found regarding quality agencies in 62 countries. Those focusing mainly on accreditation were discarded for further analysis. Agencies with a broader focus, according to the six-domain model for quality improvement (QI) strategies, were found in nine countries. Information resulted very heterogeneous in form and substance. However, they share the function of strengthening and advising on 'public goods', through information, knowledge management and development of standards. No impact evaluations of any type were found. Conclusion: The characteristics of existing quality agencies are very heterogeneous, being accreditation the main common focus. There is a lack of both a comprehensive approach to QI strategies and a formal assessment of their impact or contribution for improving quality.
Introduction
To ensure the right to health, the World Health Organization states that governments must create the conditions enabling all people to live as healthy as possible, and establishes four elements: availability, accessibility, acceptability and quality of services. The quality element urges health facilities and services to be suitable from the scientific point of view [1] .
Initially, quality focused on its regulatory aspect and as a testimony of compliance with established standards. Thus, the first health quality programs emerged to regulate practices through licensing, accreditation and/or certification [2] . Therefore, there has been a significant development of national and international programs and organizations aimed at accreditation/certification for health services [3] . However, a broader concept of quality emerged to include not only regulations and standards, leading to the development of quality management systems with a more global perspective and strategies for healthcare improvement, and considering all stakeholders (health authorities, professionals and citizens) and their perspectives, expectations and responsibilities for improving quality [4, 5] . From the point of view of the government and decisionmakers, healthcare quality may be a key issue, because low quality systems do not optimize population's health, generate dissatisfaction and inefficiencies in an estimated range of 20-40% of total health system costs [6] .
Currently, there is not a single or universally accepted specification for the mode of implementation or type of institution that will be in charge of the quality function in the health system; even though the quality function is acknowledged as a primary responsibility of health authorities [7] , and one of the essential functions of public health [8] . Quality agencies defined as autonomous, although structurally linked to the Ministry of Health, institutions with the mission to contribute to ensure the quality of health services is one of the visible structures in many health systems, aimed to respond to this component of the steering role of the Health Authority. The purpose of this work is to perform a comparative and critical review on the characteristics and role of existing quality agencies in improving the quality of health services.
Methods
This study focus on the comparative description of structure, functions, activities and impact of quality agencies. A Quality Agency is defined as an autonomous institution, although structurally linked to the Ministry of Health, with the mission to contribute to ensure the quality of health services in accordance to the steering role of the national health authorities.
The 'objectives' of this study are (i) to provide a meaningful description of the structures and activities of quality agencies and (ii) to search for evidence of their impact on the health system, particularly in improving healthcare quality.
The process of 'documentation and search for information' in English and Spanish languages was conducted in three ways:
• Direct search of official websites of the agencies, ministries of health, associations and quality-related organizations or institutions.
• Evaluations, reports, audits or documents regarding the activities, functions and evaluation of the agencies.
• Review of scientific articles and gray literature found using freely available databases and databases (Ebsco) available at our Institute.
In all cases, the keywords for the search were 'Quality Agency'. Information was completed by the 'snowball' technique, tracking internet materials and citing literature of reviewed articles.
The 'selection criteria' for the in-depth review and analysis were to include institutions at national level with the structure of an official agency linked to the Ministry of Health, and which in turn supports the health system quality function, not exclusively accreditation/certification programs. The quality function refers to what is needed to accomplish and improve the satisfaction of health needs and expectations of the population, which is synthetized in the six-domain model [4] we use to analyze and group the agencies' activities as explained below.
The following 'framework for analysis' was built by internal consensus to group and describe the characteristics of the agencies:
• Mission: general objectives of the institution.
• Structure: paying particular attention to the relationship with the Ministry of Health (level of autonomy or independence).
• Target institutions or population groups for the agency activities and services.
• Activities: based on a six-domain model of strategies for quality improvement (QI) (see below).
• Funding.
• Information management: generated information and its availability.
The six-domain model used to analyze and group the agencies' activities [4] (Fig. 1 ), successfully applied in other projects [9, 10] includes the following: 1.'Leadership': It refers to promote strong and consistent leadership support for QI, building commitment and leadership capacity, and strengthening accountability.
2.'Information for quality', useful to monitor changes, and accessible to stakeholders to foster their involvement in QI. It involves mainly quality measures and monitoring methods in a broad sense.
3.'Patient and population engagement', pursuing their active participation in healthcare processes, and developing surveys and other tools to request information about the patients' and population opinions and experiences. 4.'Regulation and standards': Developing and applying externally constructed measures, norms and guidelines. It includes inspection and accreditation at varying levels, as well as clinical norms and practice guidelines, clinical pathways and other process design tools.
5.'Organizational capacity for quality': Developing systems to support QI such as audits, peer-review, internal commitment and development of work force, and equipment, with the skills needed to deliver quality care, within an organizational culture that values and rewards quality.
6.'Models of care': Integrated responses to health needs and problems, fully coordinating the contribution of primary, specialized and social care organizations, as well as the patients and the community.
Agencies focusing on accreditation (just one of the activities included in domain four of our model) were counted but discarded for further analysis; we were looking for approaches that are more comprehensive.
In addition, we pay particular attention to any document or information reporting impact evaluations or activity results. Figure 2 shows a summary outline of the study.
Results
Internationally, there is great diversity in models and structures that work to ensure quality in healthcare. Many countries have nongovernmental organizations, societies, professional associations, etc., that independently, but with limited power-and capacity to directly act on the health system policy decisions, promote research and provide information on the quality and/or safety of patients. However, our focus was on official agencies. The search led us to consult 85 institutions and sources of information (41 governmental and 44 other institutions). After completing the search, which complements previous international inventories focused mainly on accreditation [11, 12] , the list of countries, totaling 62, and institutions for which there were accessible references and information is described in the Supplementary Material. Nine countries with formal official structures for quality and activities beyond accreditation/certification programs were found and analyzed. The main findings, summarized in Table 1 , are the following:
Mission
Most agencies declare ensuring healthcare quality as their primary mission, highlighting explicitly patient safety; four countries (Ireland, New Zealand, the UK and Sweden) incorporate support for quality in social services, and another four add to their mission advising and disseminating information on best practices and innovation. Only two countries (Ireland and the UK) mention explicitly all three objectives in their mission. No agency intends a direct action on service provision; rather, they take a role of guidance and counseling for actions that should be taken by health authorities, service providers and sometimes patients or population groups.
Structure
Quality agencies are 'organically' dependent on the Ministry of Health, but are 'functionally' independent when exercising their mission. Actually, this was one of the inclusion criteria for the analysis. All agencies have a similar general structure, although with certain administrative and legislative particularities for each country.
Target institutions
All have the government and public institutions as the 'main customer', including the central or federal government, as well as provincial and/or territorial governments depending on the national political structure. Other common targets are public and private health service providers and healthcare professionals. The differences between countries and agencies relate to the inclusion of patients/users, managers, patient or advocacy organizations, academic organizations and professional colleges. Two agencies (Sweden, USA) explicitly state that, besides the government, they work for policy-makers or decision-makers and managers. Most agencies agree to include patients (Australia, USA, Canada, Ireland, New Zealand, UK), although some do not explicitly mention them (Sweden and Thailand). Only three mention other groups such as patient support/advocacy organizations, academic organizations, universities and professional colleges.
Activities
Information presented by each agency is very different, in both content and organization. The structured analysis using the six-domain model [4] allowed their comparison to delineate similarities and differences. Activities in relation to two of the strategic domains for QI are present in all agencies: 'information systems for quality' and 'regulations and standards'. To less extent, but still rather common, are activities that may contribute to increase 'organizational capacity for quality'. Activities to build 'leadership' for quality, 'patients and population involvement' and to define 'models of care' are less evident, even though some activities classified under other domains may have some effect on these.
The activities related to an 'information system for quality' are grouped into three sections:
1.'Collection and analysis' of information that may come from existing resources or it may be the result of the analysis of primary sources available to the agency in order to conduct its own investigation. Some agencies create and propose indicators and other tools to measure and monitor health outcomes and quality care, which in turn and over time allow comparisons at national and international levels.
2.'Transmission and dissemination': publishing, presenting and making available information to the general public and health professionals. It includes appropriate recommendations on best practices for ensuring healthcare quality. 3.'Counseling': evidence-based guidance and advice given objective and independently to governments, health authorities and decision-makers; including guidance on best practices for health professionals and advice for patients and users.
Ultimately, the common purpose of this activity is to generate evidence for responsible and informed decision-making for the agencies' target groups, responding to their needs. Some of these activities intersect with the strategic component of building organizational capacity for quality.
The second common group of activities relate to 'regulation and standards' for health care. In this group, the main shared activity is the development of repositories or clearinghouses, of Clinical Practice Guidelines (CPG) and standards of care, many times along with indicators, tools and resources for the dissemination and implementation of best practices. Reference to other more complex tools, such as clinical pathways, is found only in the UK agency (National Institute for Care and Health Excellence).
Other activities in this group, not present in all the analyzed agencies, include the assessment of health technologies, namely to evaluate cost-effectiveness, and accreditation, supervision and inspection of services (see Table 1 ). The latter is frequently the only activity found in many countries (see Supplementary Material). Knowledge management, education and training of professionals, with a particular focus on risk management and patient safety, are also found in several, but not all, the agencies. Agencies in Poland and Thailand seem to be the ones that have more recently started to develop their roles beyond accreditation.
Funding
For most analyzed agencies, funding comes from the public budget, either directly or through the Ministry of Health. The percentage of the public contribution to the agency budget is ≥50%, ranging from 50% (Thailand) to 96% (New Zealand). It was not possible to obtain detailed information from agencies in Poland, Austria and Sweden because either they do not provide budget information or it could be presented in the national language (we could only review information in English and Spanish).
Information management
Only half of the agencies had a dedicated section on the management of generated information. Although the common message is to facilitate access to information, the treatment each agency gives to this section is unique and different, frequently related to the country's legislation on this matter. The following outlines each agency's approach:
'Canadian Agency (Health Council of Canada, dismantled in 2014)': mentions its obligation to generate and make freely available general reports on its progress and financial records.
'Australian Agency': all generated publications, tools, communications, proposals and evidence are publicly available on its website.
'US Agency': announces that the information displayed by the different media comes from databases and statistics, results of research projects, program, software and health information evaluations, for consumers and professionals. It also notes that not all of its information is public.
'Irish Agency': mentions its Information Law, by which the public has a right to the information held by this institution.
'UK Agency': submits to the provisions in its legislation (Freedom of Information Act of 2000) which states that (with exceptions) there is a right of access to public information.
Easy navigation and access to the documents varies greatly between agencies.
Impact evaluations and activity results
Quality agencies are conceived as institutions for improving the quality of health systems. However, there is a lack of evidence in the literature regarding their impact, which largely seems to be assumed rather than measured. Health Council of Canada (in function from 2003 to 2014) included among its activities the measurable contribution of its work in strengthening the health system, but we did not find such a comprehensive evaluation; the only instances are in relation to particular activities such as CPG and, particularly, accreditation/certification processes. The evaluation in relation to CPG does not provide much information about the impact of agencies, as they are not involved in implementation.
Discussion
The pervasive dominance of the accreditation programs
The existence of independent, yet official, agencies to contribute to the improvement of health services is not a common feature of health systems around the world. In addition, most of the existing institutions we have found within the definition of an 'autonomous institution, although structurally linked to the Ministry of Health, with the mission to contribute to ensure the quality of health services in accordance to the steering role of the national health authorities' focus almost exclusively on accreditation and similar activities. This is in contrast to the still scarce evidence on the effectiveness of accreditation programs to improve quality [25] [26] [27] . It is possible to hypothesize that this is because accreditation programs are logically tied to the regulatory function of health authorities and have a sizeable international support; they are also most visible for the Ministry of Health and thus they may have great political value. We were interested in a broader vision of activities for QI represented in other domains of the six-domain model [4] , but this was present in only a minority of the agencies in our review.
Partial system focus and strategies for QI
Strategies to improve quality in health services may include several domains or building blocks, usually complementing each other and interacting synergistically among them [4] . What we have found, however, is that even in agencies with a broader array of activities; they focus mostly on regulation and standards, including prominently CPG, and on creating and/or disseminating information for quality. Most of them also try explicitly to contribute to the building of organizational capacity for quality, particularly through knowledge management, education and training. Defining comprehensive models of care for relevant health problems and a focus on improving leadership for QI are the domains that are more difficult to identify as part of the agencies role. In some cases, like in the UK, leadership for health in general is the focus of a separate institution [28] , but most systems do not seem to pay institutional attention to this most relevant domain. This situation may change in the future. WHO has recently launched an initiative aligned with the objective of reinforcing the leadership component of a strategy to improve quality and safety [29] , even though it seems that it is evolving very slowly.
The heterogeneity in scope may be context related. There may be other non-governmental agencies (like the National Quality Forum, The Institute of Medicine, or the Joint Commission in the USA, or the Canadian Patient Safety Institute and the Canadian Foundation for Healthcare Improvement in Canada) or even government-related (such as the Centers for Medicaid and Medicare Services and the Veteran Administration) with activities aimed to support QI. These may influence or complement the function of the agencies, or even be a policy alternative to official agencies. In addition, the type and characteristics of the health system, for instance its level of decentralization, may also contribute to explain the variation. Highly decentralized systems like Canada and Spain may have more local and less central government-driven activities. Understanding why certain organization models are adopted in different countries may be interesting, but it is beyond the scope of this article. However, we have found that lack of comprehensiveness in the scope of quality agencies' activities occurs across countries and health systems.
Preoccupation beyond health services in a narrow, clinical, sense is also not common. Public health services, a relatively recent focus of attention for QI in health systems [30] [31] [32] , are not explicitly considered in any of the agencies we have analyzed. On the other hand, social services are explicitly included for target activities in roughly half (4 out of 9) of the analyzed agencies. Partial health system focus is another salient characteristic of existing quality agencies.
Face validity of quality agencies
Quality agencies are assumed to provide benefit to the health system in relation to QI. However, formal assessment of their impact is lacking. One of the agencies we have reviewed (Health Council of Canada, in existence until 2014) included among its objectives the generation of evidence on its impact on the health system, but the results of this objective were not evident. The few evaluation studies we have found were issued by organizations not included in our analysis, such as the Canadian Accreditation Council, in relation to the accreditation program, and it seems to be a justification of the program rather than a rigorously designed study [33] . Another, and better, example is the 5-year evaluation of the Canadian Foundation for Healthcare Improvement [34] , a non-governmental organization. Obviously, impact evaluation of quality agencies is a rather complex endeavor. Difficulties include the complex and difficult to identify interventions and population targets, and the spillover effects on other countries, given the worldwide internet access of most of their documents and initiatives. However, in spite of all that, it is surprising that the evaluation of their value for the health system has not even been tried, nor demonstrated to what extent they are cost effective.
Limitations
Quality agencies have not been a topic for scientific research. Thus, the information about their characteristics, functions and impact is limited to the information they provide. Locating them and the documents about them are limited and almost exclusively found via the internet. However, our study represents a first approach to put the focus on one of the structures that may help health authorities in their quest for QI, highlighting their potential functions and current deficiencies.
Supplementary material
Supplementary data are available at International Journal for Quality in Health Care online.
